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All residents bar one of an isolated rural
Everybody agrees there are major differences between country and city psychology, but we have little hard research beyond anecdote to back this up. Certainly confidentiality means different things to country and city-based psychologists and their clients. In the country your roles as citizen and professional are more public. The difficulties of dual relationships are more intense (Harvey in Smith 1998, p. 16 ).
The number of psychologists who live and work in remote rural areas of Australia is small when compared with the number of psychologists who reside and practice in metropolitan areas. Griffiths and Kenardy (1996) put the number of remote rural psychologists at around 12% of all psychologists practising in Australia. This is despite statistics that suggest that the psychological health and well-being needs of rural and remote residents are not proportionally less than metropolitan residents (Jorm, 1994) and that there is a chronic shortage of remote rural allied health and medical providers (National Rural Health Strategy, 1994; Harvey & Hodgson, 1995; Griffiths, 1996) . The problem of remote rural allied health service provision is further exacerbated by differences between rural and metropolitan residents' allied health care needs. While similar needs exist, Dunn (1996) pointed out that domestic violence, alcohol abuse, male youth suicide, chronic disease and socioeconomic disadvantage are prevalent in some rural communities and require a concerted allied health response.
There appears to be no disagreement amongst the above commentators and other psychologists on the proposition that psychologists are in a position to effect changes to the level of mental and other allied health services available in rural communities and to address some of the rural disadvantage identified by the National Rural Health Strategy (1994) . However, there are within the profession concerns about the extent to which psychologists' education and training prepares them to respond to the professional challenges and ethical demands of remote rural practice. Professional challenges take the form of professional and personal isolation, limited access to professional development, being able to offer the range of services required by rural residents, i.e. being a general practising psychologist or even a general practising allied health professional, and being highly visible and at times highly sought after. The ethical landscape of rural psychological practice has been articulated by Harvey (in Smith, 1998) , Harvey and Hodgson (1995) , and Hargrove (1986). The major ethical issues that confront psychologists in rural practice include maintaining confidentiality, clearly distinguishing between one's professional role and one's informal, non-professional roles, and determining the boundaries of one's professional competence in settings where one is required to be expert to deal with a multitude of different professional issues, i.e., to be in the true sense of the term a general practitioner.
Harvey's observations (in Smith, 1998) reflect other psychologists' opinions that the ethical expectations and demands of rural practice are essentially different from those of urban practice. Hargrove (1986) described rural psychological practice as a unique style of practice influenced by population size and spread. In some instances clients are geographically distant from services. In others clients and professionals live and work together in small, isolated rural townships in which they have a number of ascribed and acquired roles. Jeffrey and Reeve (1978) described rural communities as highly complex social settings characterised by systems of extensive, interconnecting relationships, formal and informal lines of communication, and implicit behavioural norms. These intimate, connected systems of social existence cause psychologists to be isolated professionally and personally from colleagues but, at the same time, the object of client demands for a range of general and some specialist psychological services. Psychologists themselves will be users of services provided by other residents who may be, or become, clients and they will be members of social gatherings and groups along with other residents who are existing and potential clients. They, like other residents, will become embroiled in local town politics, and party political allegiances they might have will become well known to other residents. Along with other professional workers they are likely have high personal and professional visibility in a small community. (Griffiths, 1996, p. 20) . It is also likely to be the case that rural residents, like their metropolitan counterparts, usually construe psychological practice as clinical practice, and in particular clinical practice that deals with acute and chronic mental illness rather than with psychological wellness (Davidson, 1992; Harvey, in Smith, 1998) . It is also a matter of concern that professional problems and dilemmas that accompany rural psychological practice have been articulated in the literature for more than two decades without, seemingly, much progress being made toward finding solutions for them or, as Harvey suggested, without careful study of the differences between the ethical demands of practising in rural and metropolitan settings.
The study reported here represented a first step toward the compilation of data on ethical issues that might confront psychologists practising in remote rural locations. This step involved a study of some remote rural residents' perceptions of commonly acknowledged characteristics of the ethical landscape of rural practice and of their expectations about how psychologists should conduct themselves if they work in a rural setting. In particular, the study focused on what in the professional literature were generally perceived to be the three major challenges that confront rural practitioners, namely (a) residents' knowledge about the nature of psychological practice and how it compares with other types of professional practice, (b) simultaneous management of the professional role and informal social roles that rural psychologists might occupy, and (c) maintenance of confidentiality. Each of these strictures on rural practice is considered briefly, before the results of a study that was carried out in a small, isolated rural township in Queensland, Australia are reported. It was predicted that rural residents' perceptions and expectations of appropriate ethical and professional conduct in rural settings will be similar to those the profession itself has set down for practitioners in the form of a Code of Ethics (Australian Psychological Society, 1997 /1999 and those found in the literature on psychologists working in metropolitan settings.
Community
Knowledge about the Profession Hopson and Cunningham (1995) found that although urban clients and non-clients of allied health services had a general understanding of the types of services that allied health professionals deliver, they are less familiar with psychological services than with other allied health services. Sonne (1994) defined a dual relationship as a "situation in which the psychologist functions in more than one professional relationship, as well as those in which the psychologist functions in a professional role and another definitive and intended role." (p. 336) According to Sonne, within the practitioner -client dyad, there are implied, clear professional boundaries. Clients engage emotionally with both the process of the service delivery and with the practitioner, and there is recognised power sharing. The addition of other relationships with the client has the potential to blur those boundaries, confuse the client emotionally, and unduly alter the balance of power in the practitioner's direction. Resulting role boundary confusion has the potential to impede professional judgement and increase clients' vulnerability to exploitation.
The examination of rural practice by Hargrove (1986) , Schank and Skovholt (1997) and Smith and Fitzpatrick (1995) suggests that the Code and related Guidelines may pose problems for rural practitioners and may disadvantage existing and potential clients in isolated rural communities. For a start, residents' choice of practitioner is restricted and boundary crossing or strict role boundary maintenance, in reality, may be the difference between a person having access or not to professional service. Seen from the practitioner's perspective, the availability of business facilities is limited in small communities, and the practitioner's decision to cross or maintain a boundary may be the difference between the practitioner having some or no access to essential services. Social contacts and co-curricular interests for all residents are also limited, and therefore a decision to exclude other contacts with current and possible future clients may isolate the practitioner from the community, diminish the reputation of the practitioner in the eyes of other residents, and decrease the likelihood of residents using the service. On the contrary, on many occasions, contact with current and potential clients outside of the office space and office hours is simply unavoidable.
The profession has a need to know more about rural residents' perceptions and evaluations of professional, community and informal social role boundaries to assist rural practitioners to interpret the Code and relevant Guidelines on role boundary maintenance. Rural residents' perceptions of personal and professional boundaries were the topic of the second part of the study.
Confidentiality
Keeping professional secrets and understanding the limits that clients place on professional confidentiality is the third and, in the view of Hargrove (1986), major ethical challenge for rural psychologists. Once again, application of the Code of Ethics and the recent Guidelines on Confidentiality (Australian Psychological Society, 1999b) allegedly poses a number of specific problems for rural practitioners. No matter what service is sought, rural clients and customers are unlikely to enjoy the same degree of anonymity as their metropolitan counterparts. The likelihood that their visits to practitioners will go totally unnoticed in a small community is low. The likelihood of their meeting the practitioner outside of the service centre or office and in full view of other residents is high. Notwithstanding the profession's existing ethical statements, the likelihood of clients inadvertently being the topic of professional or benign social discussion between the practitioner and others is higher than for metropolitan residents who have the choice of a range of professionals who are geographically disbursed. Even if practitioners are careful to maintain confidences the likelihood of them maintaining a 'need to know' stance on client information is low, and the temptation and opportunity to intervene in situations involving, or decisions affecting, their client are increased.
Research by Rubanowitz (1987) , Knowles and McMahon (1995) , and Collins and Knowles (1995) found that members of the public have expectations about the type of information obtained in the course of practice that should be revealed to other parties and who those other parties should be. For example, urban research participants in the study by Knowles and McMahon (1995) supported disclosure of client information when a client admits to treason, confesses to an unsolved murder, admits to child abuse, intends to commit suicide, or threatens to kill a third party. However, they did not consider that admissions of illegal drug use or theft constituted grounds for disclosure. Depending in the matter in question, disclosure to other allied health professionals or, in the case of minors under the age of 13 years, a parent, was seen to be acceptable. Adolescent participants in the study by Collins and Knowles (1995) were in favour of psychologists disclosing to others in instances involving danger, with parents rather than teachers or police being an appropriate third party. Adolescents' opinions about confidentiality were in accordance with adults' opinions, which in turn were commensurate with the requirements for limited confidentiality contained in the APS Code and Guidelines.
In remote rural communities there is likely to be greater potential for avoiding, or altering the course of, events that may have a significant impact on the community at large and this potential to intervene may be linked with residents' definitions of the limits of confidentiality. The final part of this study looked at whether rural residents define the limits of confidentiality in the same fashion as urban samples have done.
Method
The Town and the Participants
The town in which the research was set (here called Whole Town) is a remote rural community in Queensland's Central West region. As a community, it epitomises numerous remote rural communities throughout Australia, because it is geographically isolated from other towns and because of the absence there of many allied health services. Despite its size and remoteness, residents seem to share a strong sense of history and community purpose. Whole Town relies for its continued existence on sheep grazing, the local railway, and a small amount of tourism. The town precinct contains a school, hotel, church, community hall, public health clinic, general store and post office, police station, airstrip, race course and sports ground, as well as a number of private dwellings.
Residents of Whole Town are employed in both the private and public sectors. A number of primary school aged children reside permanently in the town and attend the local school. Other children in the district study via School of the Air, but come to town for district swimming carnivals and sports days. Secondary school aged children generally complete their schooling at boarding schools on Queensland's East Coast.
Although the total population of Whole Town, including children, is less than 25, the town services a larger district with a population in excess of 400. However, for the purpose of the research the sample was defined as those residents over the age of 18 years who lived in the actual town or on adjoining properties. There were 17 adults who met this criterion, of whom 16 consented to the request to participate in the study. The sample is described by gender, age, educational level, previous contact with a psychologist, and use of allied health services in Table 1 . Extending the research to many such townships can be costly and time-consuming. Each township, it might be argued, is a unique socio-cultural context with which the researcher must become familiar, and in each the researcher may have to overcome xenophobia about outsiders and strange ways of doing business -like researchers and anonymous postal surveys. There are advantages in adopting a participant observational approach in one township and studying life in that township in detail, but this too can be time-consuming, and can require prior knowledge of the local people and community, before the study commences in earnest. These types of participant observational studies impose further limits on sample size that increase concerns about the representativeness of the sample and the generalisability of the results.
After weighing up the advantages and disadvantages of survey techniques and participant observation in this case, the decision was made to work in one remote rural township, Whole Town, with which the first researcher was familiar, and to use an ideographic approach that required indepth interviews with residents and permitted both single-participant and group data analysis. In-depth interviews were structured around three Kellian repertory grids, and a supplementary interview schedule about limits of confidentiality.
Procedure
The first researcher had visited Whole Town for a previous training placement but was not known to most residents. After corresponding with residents about the study, the researcher again visited the town for a two-week period during which all 16 volunteers were interviewed. Participants received a plain English summary of the results following the completion of the study. The interview consisted of the following activities:
Residents' construal of psychological practice. Participants, using a repertory grid format, compared and contrasted eight professional categories provided by the researcher. The categories (elements in the grid) were psychologist, rural family support worker, nurse, teacher, general medical practitioner, stock and station agent, priest/minister/padre, and bank manager. Working with three elements at a time, participants provided a descriptor (construct) that applied to two elements but not the other. A contrast (opposite) of the descriptor was then elicited. Finally the descriptor or the contrast was applied to the other professional categories. Each row of the grid was completed in this fashion.
Residents' construal of professional and informal roles. The grid used to compare psychologists' professional role with their informal social and community roles was administered in the same fashion as the first grid. In this second grid, the elements were psychologist, neighbour, member of the Isolated Children's and Parents' Association (ICPA), community 'teacher', member of a local sporting association, and State Emergency Services (SES) volunteer. Working with three elements at a time, participants provided a descriptor (construct) that applied to two elements but not the other. A contrast (opposite) of the descriptor was then elicited. Finally the descriptor or the contrast was applied to the other professional categories. Each row of the grid was completed in this fashion.
Construal of confidentiality.
The third grid task that aimed to investigate residents' construal of confidentiality was different from the previous tasks in that the researcher did not specify elements of the grid. Instead, participants were asked to give what in their opinion were the five most common reasons for seeing a psychologist. These reasons became the elements in the individual grids, in which the row comparisons had been predetermined. Participants were then asked, in regard to keeping information confidential, to think of a word that described two of the three elements selected. A contrast was then elicited, and other elements were judged in accordance with the construct and its contrast. Subsequent rows in the grid were completed in this manner. Requiring participants to volunteer the elements in their grid (a) seemed to make the task more difficult and (b) prevented the group analysis of the Confidentiality grids.
Following the administration of this third grid, participants were asked three questions regarding professional confidentiality. They were asked: (a) whether in their opinion there are any circumstances in which sharing of confidential information by psychologists is appropriate (Yes/No); (b) to specify the circumstances under which it would be appropriate to share confidential information; and (c) to specify types of people with whom it would be appropriate to share confidential information.
Analysis of Data. Grid analyses followed the guidelines provided by Bell (1997) and were conducted using SPSS 8.0. Analysis of the grids that elicited residents' construals of psychological practice and of professional and informal role boundaries, for which elements were common for all participants, involved both single and multiple (group) grid analyses (see Bell, 1997) . Using the SPSS multidimensional scaling programme, ALSCAL, Euclidean distance models of the multiple grid data were produced. Subsequently, a weighted (individual differences) Euclidean distance model of elements was produced, in order to plot individual differences effects in the scaling of common elements. A third Euclidean distance model was produced to reflect weighted differences between individuals on the scaling dimensions. Although it would be desirable then to analyse each research participant's grid, limits on the reporting of results prevented this from occurring. An alternative approach adopted here is to describe the individual (single) grids of 5 participants whose positions on the weighted individual differences grid were very different from one another.
Analysis of confidentiality grids, for which participants provided the elements, used single grid analyses only. Once again, limits on reporting prevent the detailed presentation of all 16 individual grid analyses. Therefore, a brief verbal description of a selection of the Euclidean distance solutions will be presented. Reasons for consulting a psychologist, the appropriateness of breaching confidentiality, and circumstances under which confidentiality may be breached are presented in tabular form for each participant and trends in the tabular data are described.
In relation to the multidimensional scaling analyses of grid data it should be noted that the number of dimensions in each analysis is set by the number elements in the grids. In the case of grids depicting residents' construals of psychological practice (8 elements) and of professional and informal role boundaries (6 elements) two dimensions were extracted. In the case of confidentiality grids containing only 5 elements one dimension was extracted.
Results
Residents' construal of psychological practice
The obtained Euclidean distance model (Figure 1 ) suggested that rural residents in this study constructed psychologist as a distinct professional category within the community. General practitioner and nurse were grouped together, as were family support worker and religious worker. Psychologist was assigned an intermediate position between these health and pastoral classifications. Bank manager and stock and station agent were grouped, and were distinguished from health, pastoral and psychologist categories. Teacher formed another isolated professional category.
A weighted (individual differences) Euclidean distance model of the professional categories saw a shift in the grid positions of psychologist and teacher (Figure 2) . Teacher was repositioned in proximity to the pastoral category consisting of rural family support worker and religious worker. Psychologist was repositioned in proximity with health category consisting of general practitioner and nurse. The business categories remained distinct from the pastoral and health categories.
A Euclidean distance solution reflecting individual weighted differences was then produced. Figure 3 is the plot of the derived participant weights. This plot was used to identify participants whose grids differed from one another for the purpose of single grid analysis. Participants 4, 15, 7, 12 and 6 were chosen for this purpose, based on their positioning in the plot. A verbal description of the elicited Euclidean configuration of elements and constructs for each of these participants follows.
Participant 4. This participant was a male grazier between the age of 29-38 years who had never visited a psychologist and described his use of allied health services as infrequent. General practitioner and nurse were linked together with 'general health' issues; priest etc., teacher, and rural family support worker were associated together with 'aid' and 'mental issues;' and psychologist separately was associated with 'emotions.' Bank manager and stock and station agent together were associated with 'lending/finance.' 'Health,' 'practical experience,' and 'educational' constructs did not align clearly with any of the elements.
Participant 15. This participant was a male teacher aged between 29-38 years who had previously used a psychologist and described his use of allied health services as regular. Psychologist was clearly linked with 'general wellbeing' and separate from teacher and rural family support worker who were linked with 'supporting relationships'. General practitioner and nurse were associated with 'health related' issues and 'general wellbeing.' Bank manager and stock and station agent were linked with 'financial' issues; and priest etc. was linked with 'supporting the family unit.' Participant 7. A female aged 29-38 years, she was a registered nurse and grazier, had never consulted a psychologist, and described her use of health services as occasional. General practitioner, bank manager, priest etc., and psychologist were linked with 'not as approachable' and with 'highly trained,' whereas teacher, nurse, and stock and station agent were described as 'ground level' and 'same professional level.' Rural family support worker was linked with 'have greater responsibility,' 'occasional contact,' 'help people in need,' and 'familiar.' Participant 12. This participant was a grazier aged 29-38 years who had previously visited a psychologist and described her use of health services as occasional. Nurse and general practitioner were associated with 'essential,' 'health,' and 'essential services.' Bank manager, stock and station agent, and teacher together linked with 'business,' 'educational,' and 'business services.' Psychologist, priest etc., and rural family support worker were associated with 'emotional.' Participant 6. Here was a male contract musterer aged 29-38 years who had never consulted a psychologist and used health services occasionally. Bank manager and stock and station agent were associated with 'business' and were specifically 'sought out for business reasons'. General practitioner and nurse were linked with 'health' and the 'benefit and betterment of self and family.' Priest etc. was construed as dealing with 'mind/health problems' and 'mind.' Teacher, psychologist, and rural family support worker dealt with 'family structure' and (separately from priest etc.) with 'mind.'
Residents' construal of professional and informal roles
The Euclidean distance scaling model of responses clearly separated psychologist from the informal role of neighbour and from the community roles of sportsperson, ICPA member, SES volunteer and community 'teacher.' The neighbour role was also differentiated from those community roles (see Figure 4) . The weighted Euclidean model shown in Figure 5 maintained these separate role groupings.
Although there were differences between individual participants' grids, most construed the psychologist role as a professional role and other roles as non-professional, voluntary roles with a community focus, and requiring skills but not training.
A Euclidean distance solution reflecting individual weighted differences was then produced. Figure 6 is the plot of the derived participant weights. This plot was used to identify participants whose grids differed from one another for the purpose of single grid analysis. Participants 11, 15, 8, 14, and 2 were chosen for this purpose, based on their positioning in the plot. A verbal description of the elicited Euclidean configuration of elements and constructs for each of these participants follows.
Participant 11. This participant was a male geologist aged 59-68 years who had never consulted a psychologist and used health services infrequently. Sportsperson and community 'teacher' were linked with 'more average people'. SES volunteer, ICPA member and neighbour required 'skills but not training', are 'not professional,' and do not require 'teaching skills.' Psychologist as a 'professional' contrast was isolated from other elements in the grid.
Participant 15 (described previously). Neighbour, ICPA member, and SES volunteer were all 'social' and 'voluntary,' whereas community 'teacher' and psychologist were still voluntary but professional.
Participant 8. This was a female student aged 18-28 years who had never consulted a psychologist and used health services infrequently. Community 'teacher' and SES volunteer were 'voluntary positions' that are 'directly involved with everyone'. Neighbour, ICPA member and sportsperson were regarded as 'nonprofessional.' Psychologist was linked with 'community involvement' and the contrast, 'professional.' Participant 14. This was a male police officer aged 18-28 years who had visited a psychologist previously and used health services infrequently. Psychologist was associated with 'to benefit others,' while neighbour was viewed as 'nonprofessional', 'there of own free will', and 'to benefit the community.' Sportsperson, SES volunteer, community 'teacher', and ICPA member sat clearly with 'doing good for the community' and involved being 'in an organisation or group.' Participant 2. This participant was a male mechanic aged 49-58 years who had never visited a psychologist and used health services occasionally. ICPA member involves 'discussion of day-to-day topics' and is 'more open.' Neighbour and sportsperson 'can discuss normal topics' and are 'more community.' SES volunteer and psychologist are 'professional' roles.
Construal of confidentiality
Grid analyses. Reasons for visiting a psychologist that were volunteered by each participant on the grid task are summarised in Table 2 . Issues to do with parenting and child development were mentioned by 56% of residents. Family problems were mentioned by 50% of residents and marital problems by 44% of residents. Depression (44%), mental illness (38%) and emotional disturbance (44%) were also frequently mentioned reasons. Looking just for counselling, support or advice was also a frequently stated reason (38%). Problems associated with stress, domestic violence, sexual abuse, sexual dysfunction, suicide, and post-trauma assistance complete the picture of the psychologist's role being mainly to provide clinical and counselling services for rural residents. Due to limits on reporting, only the results of five single grid analyses using the Euclidean distance model are reported in a very abbreviated form. Reporting involves a summary statement of the alignment of elements (reasons for visiting a psychologist) with constructs (construal of the reasons). In regard to psychologists keeping information confidential, the plot for Participant 1 suggested that the elements of 'a breakdown in the family unit,' 'looking for support' and 'child development' are 'broad' whereas 'domestic violence' and 'depression' are 'specific,' 'personal' and 'isolating.' Participant 2's plot saw 'family problems,' 'marital problems' and 'not being able to keep commitments' as 'able to be dealt with' and involve 'keeping the family together.' 'Loss of job' and 'kids on drugs' were described as 'leading to a breakdown in the family unit.' For Participant 3, the element of 'mentally ill' was associated with 'sickness/illness.' Stress was grouped with 'stressful.' 'Marital problems' and 'parenting problems' were construed as 'isolating' and 'isolation' was construed as a 'specific problem.' Participant 4 construed 'depression,' 'personal mental health' and 'seeking advice' as distinct from 'marital problems' and 'family affairs.' 'Marital problems' were construed as 'the cause of problems,' 'personal,' and 'involving more than one person.' 'Family affairs' were construed as 'a problem.' Finally, by way of example in regard to psychologists keeping information confidential, Participant 5 construed 'emotional disturbance' and 'post-accident counselling' as 'your own' problems, whereas 'parenting problems,' 'stress' and 'depression' are causes of 'worry' both to 'yourself' and 'family.'
Descriptive analysis of confidentiality limits. Although the grid information on why people consult a psychologist is a useful extension on the previous grid analyses of participants' construal of psychology vis a vis other professions, participants' responses to questions about the limits of confidentiality appeared to produce responses that are more informative and useful in understanding what the community expects of the profession when it comes to the matter of maintaining or breaching confidentiality. Those responses are also shown in Table  2 . All participants indicated that professional confidentiality should be violated in certain circumstances. The circumstances were mainly to do with the risk of clients harming themselves (63% of participants) or others (81% of participants). Actual or potential threat to minors was mentioned specifically by 38% of participants, and previous or proposed serious criminal activity was mentioned by 38% of participants. Police, medical practitioners, school principals, other health professionals, and family were identified as appropriate persons, with whom information may be shared, depending on the circumstances.
Discussion
Rural residents who participated in this study appear to have a very complex understanding of the ethical landscape of remote rural psychological practice. According to their construal of the profession, psychologists appear to fulfil a distinct service role in remote rural communities. Psychologists, like teachers, were distinguished from the health grouping of nurses and general practitioners, the business grouping of bank managers and stock and station agents, and 'pastoral' grouping of rural family support workers and priests etc. When individual difference weightings were applied, psychology as a professional grouping joined with the health grouping, while teaching moved toward the 'pastoral' grouping. Single grid analyses indicated that psychologists are construed as highly trained professionals who deal with emotions and emotional issues, as well as with child and family problems. Although they are associated with the health grouping of nurses and general practitioners, their training and role are aligned more with mental health services than with health services generally. Prospective clients are likely to consult a psychologist for clinical psychological and counselling services.
Participants also clearly differentiated between psychologists' professional role and informal roles they may fulfil in a small community. According to the findings, participants held the view that clear boundaries exist between the professional role and informal community roles. Psychologists need to be cognisant that there is a clear separation between the professional role and other roles and to maintain role boundaries in line with inherent expectations of this role separation. However, the results do not offer practical suggestions for establishing and maintaining boundaries, but only point to the need for them to be maintained. It is argued that the role boundary expectations of these remote rural residents are quite consistent with the ethical standards of the APS Code of Ethics (1997 Ethics ( /1999 and the APS Guidelines (1999a) that proscribe certain types of dual relationships and caution psychologists to maintain boundaries between their professional and other community roles.
Finally, the findings suggested that these rural residents valued confidentiality within the psychologist -client relationship. However, they also clearly expressed the view that psychologists should divulge information to other appropriate professionals or officials, when doing so is likely to safeguard the client and other residents. The results overall were consistent with findings of similar research in urban settings and with the APS Code (1997/1999) and APS Confidentiality Guidelines (1999b).
In contrast, there is an emerging trend in professional dialogue toward separation of ethical principles that underpin urban psychological practice and rural psychological practice. The trend has reached the point where suggestions have been made that it is necessary and desirable for different sets of principles to apply to rural and urban practice. Such opinions hold that psychology education is based on "the centrality of the metropolitan experience. When it comes to ethics that guide psychological practice, the principles are relevant for urban practice but are problematic for urban practice" (Dollard, 2000, p. 14) . Such differences may be used to condone judicious dissemination of client information for community benefit, boundary blurring, and role expansion (cf. Cohen, 1992) . Such a dichotomisation and its sequelae create a "myth", as Frankcom (2000) called it, that abandonment of socalled metropolitan principles is seen as desirable by rural residents: "competence as a psychologist [in these rural contexts] was characterised in much the same way it is in an urban context, i.e., clients voted with their feet. If you were not a credible practitioner and careful in the manner you handled confidentiality and/or dual relationship dilemmas, you were soon found to be wanting" (Frankcom, 2000, p.30) . Our data, albeit the construal of professional practice by residents of one small rural township, provide empirical evidence for Frankcom's position. Those rural residents had a clear understanding of what constituted credibility, in terms of services a psychologist should provide, distinguished between the professional role and other community roles the psychologist might fulfill, and had a detailed understanding of the so-called limited confidentiality principle. The results are consistent with those of urban studies, and with the profession's Code of Ethics and Ethical Guidelines. Therefore, the profession needs to restate for rural practitioners the importance of its ethics code and guidelines. At the same time, it needs to acknowledge that there are aspects of living and working in rural communities that exacerbate competence, confidentiality and dual relationship dilemmas, and to set about producing practice guidelines that situate 'good and best' ethical practice rurally.
The development of rural practice guidelines does not, and should not, necessitate the adoption of a different set of ethical principles or code of ethics for rural practitioners. They should be aimed at guiding rural practitioners when questions of ethics arise. How does one maintain confidentiality and set the limits thereof when one operates in small-scale social settings or is confronted by social expectations that one will disclose? How does one maintain an appropriate degree separation between client work, community contributions, social contacts, and mundane social and financial dealing, so that one maintains one's professional objectivity as well as the client's (or future client's) integrity and privacy? How does one offset limited competence in specialist service provision with the reality of being the only practitioner available? Rural practitioners claim to want to know the answers to these routing dilemmas. Rural residents who, according to our results, have a complex perception of the practitioner's role may also appreciate, and benefit from, having the answers to those questions.
Summary
There is a small, but important, body of professional literature that discusses the professional and ethical challenges of rural psychological practice. Remote rural residents in our study generally reported that: (a) psychologists are clearly different from other professional groups in rural communities, although the differences are complex and not easily codified; (b) psychologists' professional roles are separate from their informal social and community roles, and the difference should be respected; and (c) psychologists should maintain confidentiality within normal limits. The failure by psychologists to observe these professional and ethical standards is likely to be as abhorrent to rural folk as it would be to urban folk.
